Endoscopic Drainage of Empyema of the Gallbladder Through A Concurrent Cholecystoduodenal Fistula  by Shi, Lim Meng et al.
ASIAN JOURNAL OF SURGERY  VOL 29 • NO 1 • JANUARY 2006 55
070/2001
Case Report
© 2006 Elsevier. All rights reserved.
Introduction
Recurrent acute cholecystitis or empyema of the gallbladder
can lead to adhesion of the gallbladder to surrounding struc-
tures and perforation. Such a perforation can create an abnor-
mal communication with the gastrointestinal tract, form-
ing a cholecystoenteric fistula. Most reported cases of cho-
lecystoduodenal fistula are diagnosed intraoperatively as
signs of such fistula are often absent on conventional ultra-
sound and radiology. This report highlights the use of endos-
copy in diagnosis and treatment.
Case report
A 79-year-old woman was admitted to a peripheral hospital
with a 1-week history of epigastric pain associated with fever.
She was not jaundiced and abdominal examination revealed a
firm mass in the right hypochondrium that was non-tender to
palpation. Routine blood investigations showed marked
leucocytosis. She was treated initially with intravenous anti-
biotics. Ultrasonography of the abdomen showed a hetero-
geneous mass in the gallbladder bed with a 2.5-cm gallstone.
Endoscopic Drainage of Empyema of the Gallbladder
Through A Concurrent Cholecystoduodenal Fistula
Computed tomography (CT) of the abdomen demonstrated a
large heterogeneous hypodense mass in the gallbladder fossa
(Figure 1). Multiple small pockets of air were detected within
this. No gallstone was demonstrated on CT. Radiological dif-
ferential diagnoses were empyema of the gallbladder, carci-
noma of the gallbladder with liver, duodenal and pancreatic
infiltration and carcinoma of the large bowel with infiltration
to the gallbladder.
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Figure 1. Computed tomography of the abdomen shows a large
heterogeneous hypodense mass in the gallbladder fossa.
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nal fistula is uncommon due to the lack of distinguishing
clinical or radiological features. In a series of 1,518 patients
undergoing laparoscopic cholecystectomy, Carlei et al dis-
covered only five cases of cholecystoduodenal fistula intra-
operatively.4 Management was incidental and unplanned.
Furthermore, all five patients had clinical symptoms and
laboratory findings similar to patients with recurrent acute
cholecystitis. However, in cases of gallstone ileus where the
pathogenesis necessitates the presence of a gallstone in the
intestinal lumen, cholecystoduodenal fistula is demonstrated
in 68% of patients.5 In addition, a complex right upper quad-
rant mass similar to the one in the present case can be found
during laparotomy in 22% of patients (Figure 1).5
In this patient, the gallstone that was detected on ultra-
sonography had probably passed through the cholecysto-
duodenal fistula asymptomatically. It has been reported that
more than 80% of gallstones that pass through a cholecysto-
enteric fistula are excreted uneventfully.5 However, the endo-
scopic appearance of a cholecystoduodenal fistula is often
easily mistaken for a duodenal ulcer (Figure 3).5 The presence
of pus discharging from an opening in the duodenum seen on
endoscopy in this case immediately raised the suspicion that a
fistula had formed from a gallbladder empyema.
Conventionally, treatment of gallbladder empyema en-
tails open surgery or guided percutaneous drainage. Concur-
rent cholecystoduodenal fistula with gallbladder empyema
and its subsequent endoscopic drainage through the fistulous
opening has never been reported. This case had a successful
clinical outcome. Endoscopic decompression of gallbladder
empyema is only feasible if a duodenal fistula is demonstrated.
It will be useful to examine the role of endoscopic retrograde
cholangiography and endoscopic ultrasound in the diagnosis
and treatment of cholecystoduodenal fistula.
The symptoms and signs of a cholecystoduodenal fistula
resulting from an empyema of the gallbladder are not specific
The patient was referred to our hospital for further
management. On examination, she was relatively well but was
febrile and had a mildly tender right hypochondrial mass. Due
to the clinical finding of a right upper quadrant mass, we
performed upper gastrointestinal endoscopy to rule out le-
sions infiltrating the stomach and duodenum. This showed a
protruding mass discharging pus from an opening at the apex
in the first part of the duodenum. This opening was cannu-
lated using a side-view endoscope and copious amounts of pus
were drained. The cavity was also flushed with normal saline
until the effluent was clear. Subsequently, radio-opaque con-
trast was injected through the cannula and abdominal X-ray
demonstrated a cholecystoduodenal fistula (Figure 2). Suc-
cessful decompression of the empyema of the gallbladder had
been achieved by chance.
The patient remained well with no evidence of inflamma-
tion such as fever or leucocytosis following the drainage. The
right hypochondrial mass also resolved promptly and the
patient had no clinical features of gallstone ileus. After consid-
eration of the patient’s advanced age and her refusal of surgical
intervention, a conservative approach to management of the
fistula was taken.
Discussion
An acutely inflamed gallbladder may create a cholecystoen-
teric fistula by adhering to and causing a perforation in other
parts of the gastrointestinal tract.1 Such fistulae are rare, with
reported rates of only 0.2–0.4% of all biliary surgical proce-
dures.2 The most common site of fistulation is the duodenum
(80%), followed by the hepatic flexure of the colon, stomach
and jejunum.2,3 Preoperative diagnosis of cholecystoduode-
Figure 3.  Endoscopy
showing a cholecysto-
duodenal fistula.
Figure 2. Radio-opaque contrast abdominal radiography demon-
strates a cholecystoduodenal fistula.
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and the diagnosis is often missed. This case demonstrates
chance diagnosis of such a condition during endoscopy and its
successful treatment. A high index of suspicion and increased
use of endoscopy may help in the diagnosis and management
of this rare condition.
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